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rise in temperature-were absent in many of the cycles, even though these were ovulatory by hormonal analysis (fig 1) , and when these features were present they were not consistently related to the timing of the LH surge (table IV) .
Most of the charts included in the series were from infertile patients and were obtained either before or during treatment. These were included in an attempt to simulate conditions in an infertility clinic. Since the classical changes seen in a BBT are only indirectly related to ovulation-namely, LH surge, rupture of the follicle, formation of corpus luteum, synthesis of progesterone,12 rise in BBT -not surprisingly an infertile cycle (despite being ovulatory) may well give rise to an atypical BBT chart. This observation is not new.3 1 Indeed, abnormalities in BBT charts from infertile patients have often been described,9 16-18 though it is still commonly assumed that the day of ovulation can be predicted fairly accurately. As a result the condition of the cervical mucus" 4 19 or the results of isolated hormone assays may be wrongly assessed. Moreover, couples are often advised on the best time to have intercourse or attend hospital for artificial insemination on the basis of BBT recordings. ' Although we have emphasised the errors in interpreting charts from infertile patients, an appreciable number of the normal cycles were also scored wrongly. '4 Even under optimum conditions-that is, retrospective assessment of the chart with prior knowledge of the day of the LH surge-only 720o of the normal cycles showed the conventional features correlating with hormonal events (table IV) .
All charts were marked within 20 minutes, so an even lower degree of consistency would be achieved by anyone reviewing the charts produced by a patient at monthly intervals.
Unfortunately the cost and technical difficulties of obtaining hormonal profiles prohibits their routine use in an infertility clinic, so the clinician does not have regular feedback on the accuracy of his interpretations and therefore no chance of improving his future assessments.
Despite these drawbacks the use of BBT recordings in an infertility clinic is probably still justified as a means of providing a concise visual record of menstrual dates, times of hormone assays, results of biopsies, and duration and dose of any treatment, so long as the temptation to draw detailed conclusions about the progress of hormonal events is avoided. Summary During a prospective study of the whole spectrum of drug-related problems treated in one month by 62 casualty departments in the Greater London area, 949 cases of deliberate self-poisoning were identified. Nearly three-quarters of the patients were under the age of 40 years and in all age groups women outnumbered men. Psychoactive drugs of some sort were used in 673 incidents (71 %) and ordinary analgesics and other drugs were used in 252 (27%). The incidence of polydrug over-
Introduction
The problem of attempted suicide has been studied intensively in Britain during the last 20 years in rural' and urban2-4 areas and many studies suggest that its incidence is increasing.2 [4] [5] [6] This appears to be accounted for by a massive increase in the number of cases of deliberate self-poisoning and even the most recent studies show that the peak of this "epidemic" has not yet been reached. There is also evidence that the incidence of accidental overdose and of drug dependency has been increasing too,7 8 and the present study concentrates on cases of deliberate self-poisoning while attempting to set them against the wider background of other drug-related problems.
London Age and sex distribution- Table I shows that overall the female :male ratio was 2-2:1. In all age groups women outnumbered men, particularly in the group aged under 20 years. The mean age of male patients was 34-5 years (±SE 0 8), which was significantly older than that of the female patients, whose mean age was 31 4 years (±0 5); (t=3-3; DF=894; P<0 001). Nearly three-quarters of the patients were under the age of 40, and in both sexes there was a peak incidence in the 20s.
Drugs taken- Table II shows that the drugs most frequently used in deliberate self-poisoning were "other psychotropic" drugs-that is, antidepressants, major and minor tranquillisers, and stimulants. More detailed analysis of this group of drugs showed that minor tranquillisers were used in 342 of the 949 drug overdoses (36%) and antidepressants in 140 incidents (15%). Non-barbiturate hypnotics and alcohol were taken significantly more often by patients over the age of 40 than by younger patients (non-barbiturate hypnotics: x2=6 8; DF= 1; P < 005; alcohol: Z2=10-6; DF= 1; P < 0 01), but there was no significant relationship between age and the use of "other psychotropic" drugs. Barbiturates were used more frequently by patients over the age of 40, but the difference failed to reach statistical significance. Barbiturates and alcohol were taken significantly more often by male patients than female patients (barbiturates:
x 2 =4-4; DF=1; P<0 05; alcohol: Z2=32-1; DF=1; P<0-001). Table III shows that at least 423 patients (450!%) took more than one type of drug simultaneously. The incidence of polydrug overdose may well have been much larger as some patients may have taken more than one drug of the same type, for example-two different antidepressants. In cases in which two types of drugs were used (347; 37%) the common combinations were "other psychotropics" with alcohol, analgesics with alcohol, and non-barbiturate hypnotics with P < 0-01). In contrast, a significantly higher proportion of women left casualty against advice, irrespective of whether their consciousness was impaired (P < 0 05) or not (P < 0 01). (8) 3 (2) 1 (<1) <1 169 (100) F 239 (88) 11 (4) 19 (7) 1 (<1)
3 (1) 274 (100) Not impaired M 100 (83) 16 (13) 3 (3) 1 (1) 120 (100) 1; 254 (71) 61 (17) 36 (10) 4 (1) This survey seems to confirm the fact that deliberate selfpoisoning is a common form of behaviour. Extrapolation of these results from one month to one year suggests that in this period about 11 500 cases of deliberate self-poisoning will be seen in London casualty departments. The problem continues to be one predominantly of younger people: the mean age of the patients in this survey, in the 30s, is similar to that found in previous studies in which a peak incidence in the 20s age group has also been noted. All other studies have also reported a higher proportion of female patients. 4 Although demographic characteristics such as age and sex seem to have remained fairly constant during the last 10-15 years there have been changes in the types of drugs used in deliberate self-poisoning. Since To consider deliberate self-poisoning together with other reasons for drug overdose puts the problem in perspective.
The massive increase in all of these aspects during the last 15 years has coincided with an increase in the prescription of tranquillisers, hypnotics, and antidepressants. As most overdoses concern prescribed drugs the problem is clearly, in the simplest sense of the word, iatrogenic ("resulting from the activity of physicians").20 Certainly it is an iatrogenic condition of incomparable magnitude. In 1966 Matthew2' described deliberate self-poisoning as "a major epidemic" and this appears to be continuing. But epidemic is defined as "prevalent among a people or a community at a special time, and produced by some special measures, not usually present in the affected locality,"22 so perhaps "endemic" is a more appropriate adjective to describe the present situation ("habitually prevalent in a certain country and due to permanent local causes").22 In the interest of preventive medicine the identification of these local causes, whether social or medical, or both, must surely be of the greatest importance. premorbid attack and it is difficult to understand why some patients die. We therefore analysed asthma admissions to the Brompton Hospital to evaluate accepted criteria of acute attacks2 as indicators of patients at risk of sudden death. We also studied the possible association of excessive diurnal variation in PEFR with sudden death. We included as potential sudden deaths episodes of sudden ventilatory arrest that were successfully treated by the resuscitation team. We called these "respiratory crises." Treatment in specialised units may reduce mortality.3 To assess our own unit's effectiveness in preventing sudden death, we compared the fate of patients initially treated there for severe acute asthma with that of apparently less severe cases managed on general wards.

Patients and methods
The study was retrospective for two years from January 1974 to December 1975 and prospective for a further six months to June 1976. All patients admitted to adult wards with a diagnosis of asthma were studied. Retrospectively patients were located from a diagnostic index, and those who had been treated in the unit were cross-checked from unit records. A further check for asthma deaths was made by review of all death certificates. Prospectively admissions were monitored on the high dependency unit and general wards, and a further check for respiratory crises and deaths was made with ward sisters and the switchboard, who recorded calls for the resuscitation team.
CONFIDENCE OF DIAGNOSIS
Patients were classified into a "historical" group, in which diagnosis relied on a history of variable wheezy breathlessness, and a "physi-
